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Initial Comments

Report of a Biennial Construction Survey by
Frank Strickland and Ed Miller on 02/03/2015:

Records indicates this facility was either first
licensed or submitted on 06/01/1988 as a HA.
Additions to the facility were made in 1996 and
1998 and the facility is currently licensed for 116
Beds. Therefore, this facility was surveyed for
conformance with the applicable portions of the
2005 Rules for Licensing of Adult Care Homes of
Seven or More Beds, the applicable portions of
the 1987/1996 Minimum Standards and
Regulations for Homes for the Aged and the 1978
/1996 (with revisions) Editions of the North
Carolina State Building Code(s)- Institutional
Occupancy.

Cited deficiencies have been observed and
documented. A Plan of Correction is required.

Building Equipment Maintained Safe, Operating

SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0311  OTHER
REQUIREMENTS

(a) The building and all fire safety, electrical,
mechanical, and plumbing equipment in an adult
care home shall be maintained in a safe and
operating condition.

(k) This Rule shall apply to new and existing
facilities with the exception of Paragraph (e)
which shall not apply to existing facilities.

This Rule is not met as evidenced by:
1-Based on observations, the facility plumbing
equipment was not provided or maintained in a
safe manner by allowing cross connects. This
may effect all residents by potentially siphoning
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waster water into the domestic water system.

Findings on 02/03/2015:

The spray hose for the hair wash sink that is
located in the Salon Room does not have a
vacuum breaker.

2-Based on observations, the facility mechanical
system has not maintained.

Findings on 02/03/2015:

All of the HVAC and mechanical exhaust fan
return-air grilles and ductwork collars have
excessive particulate build-up.

3-Based on observations, the facility ceiling
penetrations have not be maintained in a safe
manner. This may effect all residents and staff by
not containing smoke and/or fire from migrating
into the attic.

Findings on 02/03/2015:

The flue collar was not secured and sealed where
a flue pipe penetrates the one-hour roof/ceiling
assembly that is located in the Storage Room
accross the hall from the Kitchen. The integrity of
fire-stopping shall be maintained.

4-Based on observations, the facility has not
maintained in a safe manner the maintence of the
operation of the doors. This may effect all
residents and staff by not containing smoke
and/or fire.

Findings on 02/03/2015:
The doors in Rooms 2 and 521 do not latch.

5-Based on observations, the facility ceiling
penetrations through the one-hour roof/ceiling
assembly into the attic have no fire-resistance.
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This may effect all residents and staff by not
containing smoke and/or fire in the fire
compartment or the room of origin.

Findings on 02/03/2015:

The make-up air ductwork for all gas appliances
that penetrate the one-hour roof/ceiling assembly
and terminate in the attic do not have any
fire-resistance measures in place at the ceiling
elevation or in the attic.
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